Mr. HARRISON CRIPPS said he was aware of the limited time during which he could be allowed to speak, but as the subject was one which he had spent much of his professional life in studying, he found it difficult to condense his remarks sufficiently to keep within the proper time limit. It was now over thirty years since he was awarded the Jacksonian Prize for the subject, and between that time and the present he had had under observation over 1,000 cases. At first the pathology of rectal cancer might appear to be of secondary importance to a meeting like the present, as compared to its operative treatment.
But that was not his view. He believed that a right knowledge of the pathology of rectal cancer was the great secret to successful treatment.
With the exception of two or three cases of melanotic cancer, and two or three cases of sarcoma, out of a large number of cases of rectal cancer he had seen, the whole of the remainder had been adenoid cancer. By that he meant a proliferation or overgrowth of epithelium of Lieberkiihn's follicles and the reproduction of those follicles on a large scale. There were two ways in which those growths appeared from Lieberkiihn's follicles: one when they commenced on the summit of some of the folds of the rectum, and the other where they appeared to commence at the base. He thought it was the samne disease, but in a different situation. But there was a vast clinical difference. When the growth appeared on the surface of the fold, it had a free space to grow in; it grew like a tree in the free space of the rectal passage. What became of it ? It became a polypus; it grew with a pedicle or trunk, it never grew to excess in size, it was not malignant, in that it did ncot affect the glands or general organs, and, if removed properly at the base, it seldom recurred. He regarded adenoid cancer as the same growth turned upside down. If, instead of growing free towards the surface, it grew into the muscular tissue, it no longer had the same beautiful tree-like arrangement, which made such beautiful slides, as when it grew free; but it was the same growth. When it grew downwards it became irregular, for it had to insinuate itself between the muscular fibres and the fibrous tissue of the rectal walls. In this situation it was invariably malignant. If he were shown a microscopical specimen of rectal growth and he saw no muscular fibres in any part of the specimen, he would say he believed it was innocent, though he could not say this to a certainty. If, on the other hand, the growth was between muscular fibres, he kn.ew it was malignant disease. He would not enter, then, into the theories about that, but those two forms of growths were interchangeable. He had seen two or three cases in which there were multiple polypi of the rectum which had been going on for years. He knew of two cases, in one of which the patient was aged 25, which he published some years ago in conjunction with Sir Thomas Smith, in which polypi were removed at various times during fifteen years, and then a time came when growth started in the other direction, and the patient died of disseminated malignant disease.
With regard to treatment, while listening to Mr. Swinford Edwards, he felt that he might almost have been uttering the remarks himself, so fully in agreement with him did he find himself. He considered that the particular route by which rectal cancer was removed was a matter of quite secondary importance. The really important point in rectal cancer was whether it could be removed with advantage to the patient. Surgeons would differ very much as to what they considered the class of case suitable for removal. The class which he considered suitable was one in which the growth was still confined to the rectum, and did not extend beyond. In very many cases one could ascertain whether it was confined to the rectum by noting its degree of fixity. If he felt disease in the bowel and he was able, with his finger, to push it up or down, or rock it from side to side, he was sure it could be removed with advantage to the patient. But, if he found that his examining finger passed into a narrow part of the rectum and the disease extended round it, and he was; unable to move the diseased part without at the same time moving the& patient bodily, he generally found it was useless to attempt removal.. He reminded the Section that he was speaking from some experience oft those cases, and it took him some time to learn what conditions were. removable and what were not. Some of his early cases on which operation was done should not have had that attempted, for the disease had, gone through the rectal wall. Where that was the case and the neigh-bouring tissues were involved, he had not had a case of successful removal; and he believed that the recurrent growth was more virulent and rapidly fatal than the. original. It was very important in the first examination to make out whether the cancer was movable or firmly fixed, and therefore whether it was removable or not. At the examination in one's consulting-room one could conclude that a case was not obviously suitable for removal, or that it moved nicely and was suitable for removal. But there were some cases on the borderline in which it was difficult to know whetber the cancer was removable or not. As the point was a very important one, examination should be made in those cases under an anaesthetic. He had had many cases which, if he had been pressed for an opinion at the first examination,.
he would have said ought not to be removed, but which seemed more favourable when examined under an anesthetic. No case should be condemned as irremovable until such further examination has been made.
With regard to recurrence of the disease, he was in accord with what Mr. Swinford Edwards said. It had been stated by Mr. Sampson Handley, as suggested to him by his pathological specimens, that rectal cancer extended by the lymphatics far beyond the actual growth. He (Mr. Cripps) did not think it did, and thought the lymphatics only became implicated very late in rectal cancer. Such widespread infection at an early stage was contrary to his clinical experience. He could not say he had ever seen cases which had recurred in the sense that large areas of bowel, 10 in., 12 in., or 14 in., had been involved. When rectal cancer did recur after removal, where did it recur ? Mr. Edwards said the recurrence was in situ, and that was true; sometimes it recurred at the cut edge of the mucous membrane-i.e., in cases where there had not been a sufficiently free margin of 2 in. to 1 in. Where it generally recurred was not at the cut margin of the bowel, but in the tissue surrounding the part from which the growth had been removed. Cancer could be advantageously removed when the disease was still confined to the rectum, but not when it had passed this and penetrated into surrounding tissues.
With regard to the method of operating, a considerable number of cases could be reached from the anus by division of the sphincter. It would be generally agreed that a growth within 3 in. from the outlet could be removed in that manner. There were many cases situated in the common position for rectal cancer at about 4 in. to 5 in. which could be removed by the trans-sacral operation by sawing across the sacrum 3 in. or 4 in. up. That gave an astonishing view of the part. On the whole, he thought that was one of the most successful operations for the disease. There were a certain number of cases which obviously could not be felt per rectum; they were in the pelvis, and could only be attacked by the abdominal route. Therefore to lay down a rule and say one or.other operation should be done in every case was absurd, and was discounting the surgeon's common-sense. Who would dream of removing a cancer in the upper part of the pelvis by the sacral route ? or who would remove a cancer at the bottom of the pelvis below the peritoneum by beginning at the abdomen? With regard to the abdominal operation which was suitable when the disease was high up in rectum, especially if it merged on the sigmoid, there was a question of detail as to performing an anastomosis. Nothing was so successful in the sigmoid or the large bowel as the removal of a growth, and at once performing an end-to-end anastomosis. The operator would see what he was doing, there was plenty of room, and suturing could be accurately done. But when the growth was low down and there was difficulty in getting below it, and it was necessary to cut below the growth, and one had to cut across the growth above, there might be an interval of 4 in. between the two ends. Surgically, he believed it was impracticable to make a safe job of it in those cases, for even if the ends could be brought together, they had to be left in a condition of considerable tension, and there was nothing worse than to leave a junction of bowel with tension on the stitches. The junction would be sure to separate, and death ensue. It was better to cut off as low as possible, close by, invaginating the lower opening of the rectum, which would otherwise be open, into the abdomen, and then finishing the operation by fixing the upper end into the angle of the wound. That was far safer than attempting,, in doubtful cases, to join the ends together by end-to-end anastomosis. In doing the trans-sacral operation it was good, if possible, to join the ends together. But in many cases that was not practicable at the time. He had had two very successful instances of doing the joining by a secondary operation. One of them was a lady who was brought to him by Dr. Rushworth, in whom he excised a piece of bowel by the trans-sacral operation, and removed 4 in., including the growth.
He feared he would see the sacral nerves, but he did not. He could not join the ends together. He left the patient, and it was agreed that he should see her in a year's time, and if there was no recurrence, to see what he could do in the way of joining. He waited for more than three years; and there was no recurrence. But there gradually occurred a considerable prolapse of the upper end, and at the end of the three years he dissected out the prolapsed upper end, and the remains of the lower end, and made a very thorough anastomosis. He closed the soft parts over it. He did the original operation eleven years ago, and the second one eight years ago, and he knew that quite recently the lady was in perfect health, and she had absolutely perfect control over the anus.
He wondered how such a result could have come about if he had taken the precaution of removing 13 in. of bowel, as Mr. Handley recommended ? With regard to statistics, after examining his notes, he found that not more than one in every four cases of rectal cancer which he had seen was, in his opinion, the least suitable for operation, and he believed to operate on all cases must bring discredit on the operation. With regard to recurrence, he was sorry to say his statistics were not quite so good as those given by Mr. Edwards. Out of eighty-five private cases which he had published of excision, and where he was able to follow up, thirty-five were cured-i.e., there was no recurrence after three years. The shortest case was three years and a few months, and the longest case twenty-three years. With regard to recurrence, it was fair to say that cure might be considered if there was freedom from recurrence after three years. If cancer of the rectum recurred, it almost always did so in the first year; in many cases there was recurrence in six months. It was agreed that in selected cases the operation was very valuable, and if there was doubt in a case as to removal, the benefit of the doubt should be on the side of the operation. He would mention a case in illustration of that. One of his old pupils at St. Bartholomew's Hospital was in the Indian Medical Service. He had an obstruction, and was operated upon by Major Bird, of Calcutta, for complete obstruction. Colotomy was done. By passing his finger he could feel what he believed to be malignant disease. But owing to the hot weather the patient was advised to come to England for fuither treatment, and so consulted him (the speaker). By passing his finger down the colotomy openingr, he could feel a growth of considerable size down the pelvis, the examination being made under an anaesthetic. It felt so fixed that when the patient came out of the anaesthetic he explained to him that he could hardly advise its removal. The patient replied that Mr. Cripps probably had in his mind that death might occur at the operation, but that he did not mind dying under the operation, but dreaded dying from cancer. He added that he would take the full responsibility for his life if Mr. Cripps would attempt the removal. He did the operation in St. Bartholomew's Hospital, and it was the worst he had ever done. It occupied two and a half hours. The growth was not anatomically fixed, but was firmly set in adhesions deep in the pelvis. He removed a growth as large as his fist, with 6 in. or 7 in. of bowel, and he never knew a patient who so nearly died. For forty-eight hours there was no sign of any pulsation at the wrist. His friends came, and he told them the patient was going in an hour or two. But the patient whispered to him that he was not going to die, and he did not. Only a short time ago he had a letter from him from India, which was dated as his eighth birthday, for he dated his life from that operation, and he sent him a 10-ft. tiger skin. His comment was, " I send you this tiger skin to show that I am in perfect health, and have not lost my nerve, for I shot this animal in one of the wildest parts of India, and I shot it on foot." Therefore it was worth while in such a disease to err on the side of doing too much, rather than too little. Believing, as he firmly believed, that a number of those cases were curable if operated upon early-his statistics gave 33 per cent. of complete cures after operation-it was a pity that practitioners did not spend more time in the study of the symptoms of rectal cancer, as they were obvious. But time after timue cases came to him which had been treated for long periods as chronic dysentery, intestinal catarrh, piles, &c., without any examination having been made, whereas if that simple precaution had been taken, the nature of the disease would have been early apparent, and they might have been treated by operation with permanent success instead of having drifted into a hopeless condition.
Sir FREDERIC EVE said it had been truly stated that the surgery of cancer was the surgery of the lymphatic system. It was only in recent years that the widespread permeation of cancer had been understood. Mr. Handley believed that the permeation in the bowel wall extended 5 in. above and below a rectal growth. Judged by clinical observation and the test of permanent cure, the speaker felt no doubt that operations of the Kraske, or perineal, type were not sufficiently thorough. Steinthal, taking the statistics of numerous surgeons, came to the conclusion that primary cure was obtained in only one-fourth or one-fifth of the cases operated upon. Gant, taking the work of nine surgeons, found permanent cure in only 15'6 per cent. Mr. Swinford Edwards's statistics, in his article in Burghard's " Operative Surgery," showed that out of fifty of his cases traced, in only seven did patients reach the three years' limit, and only three of them exceeded it. Every surgeon was aware that the three years' limit was too short, for many cases recurred after that time. Two of his own cases had recurred after five years. With regard to Miles's statistics, out of 58 cases traced, 54 were known to have had recurrence. Even allowing, with Mr. Cripps, that some of these cases were unsuitable for operation, it was impossible that any large number of them could have been. These facts showed very clearly that the Kraske or perineal method could not be relied on to give a permanent cure. For many years in clinical teaching he had emphasized the importance of exploring the abdomen in the majority of cases of rectal cancer. The.necessity of that was obvious, to ascertain the condition of the glands, of the pelvic peritoneum, the amount of fixation of the upper part of the bowel as well as that of the lower, and finally the condition of the liver. For that reason he
